The effectiveness of the treatment of chronic diseases depends on the participation of the patient, influenced by different sociocultural factors, which are not fully recognized by the treatment routine. Objective: To search for some of these factors that hinder or facilitate adherence to treatment and use of healthcare resources, approaching patients with ischemic heart disease. Method: A cross-sectional study was conducted using face-to-face interviews. We applied semi-structured questionnaires to 347 individuals and recorded 141 interviews for qualitative analysis. Descriptors were selected to identify eight categories of analyses. The quantitative data were submitted to descriptive analysis of frequency. Results: Only 2% had good medication adherence according to score on Morisky questionnaire. About 23% bought statins; the others obtained statin in the public health institution. Thirty-six speeches were selected and classified according to the following categories: knowledge about disease and medication, difficulty of acquisition, self management of treatment, difficulties of access to health services, side effect of statins, caregiver support, transportation to health services and concerns about the disease progression. However, it was noticed that about 1/3 of the care outside the research institution can be characterized as an attempt to bring rationalization to the health system. Conclusion: The improved adherence to chronic treatment of ischemic heart disease depends on the establishment of effective flows for referral and counter-referral from one care unit to another, relevant information and clarification of the questions for the patients and the attention of health professionals to the many social and cultural factors involved in treatment adherence. New research should be focused on educational groups by integrated multidisciplinary teams in order to share treatment decisions, thereby increasing the patient's commitment to his own health.
introduction
Adherence to medication is defined as the degree to which the patient is in accordance with the interval and dose regimen prescribed. Adherence and persistence to medication are two different constructs. Adherence to medication refers to the degree or extent of compliance to the health care provider's recommendations for day-to-day treatment. Persistence is defined as the period of time of use from its onset to the eventual discontinuation of treatment. [1] [2] Adherence to medication is defined by the World Health Organization as the degree to which a person's behavior matches the recommendations agreed upon with the health team. Although adherence is synonymous with compliance, the latter is adopted to identify the patient's behavior that corresponds to the prescribed treatment, without any change. Adherence, however, means that patient and physician collaborate in the search for health improvement by integrating their conduct, taking into account factors such as patient lifestyle, values and preferences. 3 This subject has been discussed for decades 4 and there is still much to study in face of discontinuation and low adherence observed among patients with chronic diseases.
Facing the innumerable associated factors, the main barriers identified by self-report of patients can be summarized as: perception of the harm caused by the drug compared to the benefits, the actual need for medication, and the cost of medication when payment is made by patients. 6 In a similar study carried out in this same institution and published in 1996, in which the conformity assessment was based on the comparison of the patient's response with the annotations in the medical records and prescription form, noncompliance occurred in 59% of the cases. Difficulties reported in taking the medication included side effects, cost, neglect, rejection, improvement of symptoms, drug unavailable in the market and inability to identify the names of medications. These were the main predictors of nonconformity. 7 Low adherence is also associated with lower income of the respondent and a lack of professional commitment to explain the disease and medication. 8 There is the recurring idea that the physician can be exempted from responsibility for the health consequences of the patient who decides autonomously not to follow the treatment as indicated, as if the patient had a submissive role following recommendations. 9 On the other hand, there are also proposals for training health professionals to qualify them to listen and talk with the patient, and then share treatment decisions with them. 10 Treatment and follow-up of hypertensive and diabetic patients through group-led educational activities, associated to the provision of medication and care of intercurrences by a multidisciplinary team, in a period of 30 months, showed to be effective to improve the control of these diseases. 11 Tertiary hospitals of greater technological complexity dedicated to university education, such as the institution where this research was carried out, serve people with very heterogeneous health-related values. This is due to the cultural miscegenation found in large cities, strengthened by a distant place of dwelling that extends to other regions of the state, the country or even abroad. Such cultural diversity leads to different forms of understanding the disease and its treatment, as well as the adaptations that people who are ill seek to make in their daily routines. All of these factors may directly interfere with the quality of treatment adherence.
From our point of view, many of these diversities are not recognized by the institutional routine, justifying the proposal of this research to know the factors associated with adherence to drug treatment.
oBJective
To identify the factors hindering or facilitating treatment adherence and the use of care resources by patients with ischemic heart disease.
Method
Cross-sectional study involving the application of an instrument with open and closed questions through face--to-face and individual interviews, in which patients are approached by the researchers only once.
The population cared for at InCor derives from three different sources: the Brazilian Public Health System (SUS, in the Portuguese acronym), supplementary plan, and private health insurance. About 80% of the Institute's global care is provided to patients with funding from the SUS. All patients benefit from the same standard of excellence in cardiology and pulmonology for which the Institute is recognized internationally, from prevention to treatment of the most complex pathologies in these specialties. The survey did not take into account how patients are individually characterized according to their socioeconomic position. The interviews showed that patients with different social and economic features use public resources financed by the SUS. The study included adults diagnosed with ischemic heart disease as defined by the International Code of Diseases, version 10 (ICD-10) codes I20, I21, I22, I23, I24 and I25, regularly enrolled in the institution between January 1, 2000 and December 31, 2010, with return appointments scheduled from August 1 to December 18, 2014. On the day before the consultation, attempts were made to contact the patients by telephone to arrange the interview. Patients who were unable to be interviewed due to cognitive impairment were excluded. The list of patients was obtained from the Institution's Medical-Hospital Information Unit.
The instrument for collecting data on drug adherence was the Morisky questionnaire, composed of four questions. 12 As a complement, 20 open and closed questions were elaborated to identify possible changes in the place of care in the period between scheduled appointments, medication acquisition regardless of whether they were provided by the institution, identification of the drugs in the statins group, and how the patient rates communication with the professionals that provide the institutional care. The interviews were conducted by two previously trained researchers. The interviews were recorded after the patients signed a Term of Free and Informed Consent approved by the CAPPesq ethics and research committee under number 742.267 on August 6, 2014.
All interviews were analyzed by a single researcher who extracted the qualitative data by analysis category. 13 Categories in Table 1 were selected based on the position on the keywords of each question asked, considering the theoretical reference on adherence, raised for the construction of the questionnaire. We selected the statements that best represented the context of each category to represent the analyzed group. 14, 15 The categories were as follows: I -Knowledge about the medication; II -Difficulty to acquire the medication; III -Global management of the treatment; IV -Access to health services; V -Side effects of the drug; VI -Caregiver support; VII -Transport to health services; VIII -Concerns regarding health evolution. Qualitative analysis was done on the basis of correlation to identify the keywords associated with the drug, personal and institutional factors. The purpose of our analysis was to summarize the motives and representations of the context where individuals are inserted in the answers obtained when asked about the different aspects that identify them in the adherence to the proposed treatment. 16 Adherence was assessed as a whole for the drugs used, complemented with specific questions regarding statin use. In the recorded interviews, whenever possible, the types of statins used were transcribed.
Quantitative data were entered in Excel spreadsheet for descriptive analysis of frequencies. Qualitative and quantitative results are presented together for each item of the questionnaire.
The transcripts of part of the patient's statements, selected according to the pre-established keywords, are presented using "quotation marks," together with the related quantitative data, shown in italics, followed by the discussion of these data with the relevant literature.
The patients' statements were transcribed as closely as possible to the recorded content. Very few modifications were made, to preserve proper Portuguese grammar, and to help the reader identify the places referred to, when using expressions such as "I was treated at the hospital which is just in front of this one."
results and discussion
We contacted 2,191 individuals within 16 weeks, of which 347 were submitted to closed questionnaires for analysis of quantitative data, and 141 of the interviews were recorded for qualitative analysis.
Whether the patients accepted or not to participate in the interview depended on the time of the consultation, room availability, their availability of time to remain in the institution, orientation to move within the physical space destined to assistance and research, participation in other concomitant surveys, and whether they were present or missed the scheduled appointment.
Thirty-six statements were selected according to the following categories: five in category I -Knowledge about the medication; six in category II -Difficulty to acquire the medication; three in category III -Global management of the treatment; 14 in category IV -Access to health services; four in category V -Side effects of the drug; two in category VI -Caregiver support; one in category VII -Transport to health services; one in category VIII -Concerns regarding health evolution. Four statements were placed into more than one category. In the statements selected, the predominance of difficulties or disorganization of access to health services was clear.
According to Morisky's classification, with four questions, adherence to cardiovascular drugs among 347 re- 
I
Knowledge about the medication "The first gave me a lot of pain in my leg, I couldn't even stand up. I said to my son that the pain was killing me, and then, later, the doctor explained it all." II Difficulty to acquire the medication "The bad thing is that the pharmacy doesn't have all the medicines and I can't always buy them, then I end up without my medication until they receive more. I keep calling and asking please, but they do not always send all medications. The ones I know that are always missing, I take half to try to make it last longer."
III Global management of the treatment "Look at the prescription, I don't know if I take it, it's a lot of medicine and sometimes the pharmacy gives another one." IV Access to health services "I've never had a problem getting the pills. Before I had to come here, now it's better, they send it to my house, which is near here. I don't like to make an appointment because it's always full, we sometimes go back to the doctor's office without the exams. Then the doctor gets angry and says that we did not insist, but this is not true. There is always medication, I mean statins, but sometimes other drugs are missing." V Side effects of the drug "I'm not going to lie, I have to say the truth. Sometimes, I stop taking it because I get too tired, it's because there is not enough fat in my body. Then I stop it for about ten days, and feel better again."
VI Caregiver support
"When my daughter comes, it is easy, because she makes the doctor answer the doubts, everything is explained.
But if she can't come, it all becomes a mess, because I do not know if I am getting better or worse, I get confused."
VII Transport to health services "I live a long way from here and it's very hard to come, so I got a health insurance to follow me closely."
VIII Be afraid of disease progression "I was always afraid to die until the first heart attack. Then I've lost my fear. It's ugly, like a rag entering your throat, you want to do something, but you can't, so I do everything the doctor says."
spondents was considered low in 47 (13.5%), moderate in 292 (84.1%) and high in only eight of the respondents (2.3%).
"I saw on the television that two glasses of green juice would help control my blood pressure, then I started to drink it instead of taking the medicine in the morning, which made me very dizzy." Category V "It is always easier when my grandson can accompany me. Later, he writes everything down and posts it on the refrigerator door with the schedules. There are 17 pills every day, I think." Category III
Factors that cause individuals to fail to follow proper medical guidance may be related to illiteracy, alcoholism, unemployment, delayed improvement of symptoms, and lack of treatment supervision due to excessive delay between visits. 17 Also lack of understanding about the chronic nature of the disease, medication side effects, influence of the media, search for alternative treatments, absence of a caregiver, lack of empathy with the health team due to constant change of professionals, conflicts due to care received in different services. 18 Understanding of illness is also associated with the health condition as perceived within normality, life expectancies, including previous experiences, understanding the different meanings of health according to the social group to which the individual belongs. 19 "The consultations are far, so I bought a health plan so that I can go there when I have something, but do the follow up closer." Category VII "The problem is that I come with my daughter-in-law and she does not have time to extend our visit to the service's pharmacy because it takes too long from the time we arrive for consultation to us leaving with the medicine, so I try at the community health clinic. But the community health clinic does not always have what was prescribed here." Category IV + VI "When my daughter comes, it is easy, because she makes the doctor answer the doubts, everything is explained. But if she can't come, it all becomes a mess, because I do not know if I am getting better or worse, I get confused." Category VI Low adherence caused by difficulty in solving doubts due to the low availability of health professionals to listen, concerns related to the medication received leading to reduction in the appropriate dose, need to schedule an appointment to renew a prescription and acquisition of the drug in other places. The nature, meaning and determinants of low adherence behavior are complex and difficult to understand. The subjectivity of the responses and the needs and difficulties of each patient should be considered before assessing the precision with which they follow the recommendations. 9 "If the doctors were the same, things would be better, but they usually change. And there are some who do not listen, they just write and give us the prescription and the exams to return in 1 year. This makes things harder, because we have no time to speak about the medication." Category IV "I always take the medication. Sometimes, I forget to take it at the right time, but then I take it as soon as I remember. Never miss a day; I actually take the medicine after a few hours." Category III Current statin use was observed in 342 respondents (98.6%). Seventy percent (245/331) have taken statins for five or more years. Another study conducted in Brazil showed that, of those who were prescribed statins, only 41% used the drug. Among non-adherents, 2/3 did not take the drug due to cost issues, 1/3 for lack of guidance or lack of medication, and 2% due to adverse effects. 20 "Look at the prescription, I don't know if I take it, it's a lot of medicine and sometimes the pharmacy gives me a different one." Category III "I think everything is fine. The bad thing is that the pharmacy doesn't have all the medicines and I can't always buy them, then I end up without my medication until they receive more. I keep calling and asking please, but they do not always send all medications. The ones I know that are always missing, I take half of what was recommended to try to make it last longer." Category II Decisions taken in the daily routine may not fit the guidelines received for treatment, even if such provision exists. Understanding the effects of medication was reported as an important factor for adherence.
"The first statin gave me a lot of pain in my leg, I couldn't even stand up. I said to my son: the pain is killing me. Later, the doctor explained it all." Category I + V "I felt very tired when I began taking the statin, I resisted for 2 months and looked for the doctor. He changed the type of medication and then explained: it is not good, but it is medication, you have to take it." Category I + V "The doctor explained that I have a sick heart and said: if you follow the treatment, take the medicines right, come in the appointments and follow the directions given here in the hospital, you will live better. If you take the medicine from time to time, and do not follow the directions, I can't say that you will die sooner, but I say for sure that you will live worse, feel bad more often, and it will be harder. Medication is now part of everything you do every day, like eating, you have to eat every day, you have to take the medicine every day. That's why I do not stop taking it, I understood, because I tested it and it's true." Category I Systematic review has concluded that, since the first consultation, it is the responsibility of the professional to inform about the illness and treatment realistically, taking as counterpoint the risk of the disease. 21 A cohort followed for four years in Denmark defines adherence as a proportion of days covered with medication above 80%, or with use gap of at least 365 continuous days. Higher adherence was observed among women and individuals with higher education. Statin adherence was lower among men with lower income. 22 The vast majority of respondents, 88.5% (307/347), said that they get statin at the hospital pharmacy or receive it at home. "I've never had a problem getting the pills. Before, I had to come here, now it's better, they send it to my house, which is near here. I don't like to make an appointment because it's always full; we sometimes go back to the doctor's office without the exams. Then the doctor gets angry and says that we did not insist, but this is not true. There is always medication, I mean statins, but sometimes other drugs are missing." Category IV The difficulty in scheduling can have negative consequences on the outcome of treatment, even if adherence is high. An Australian study linked national reimbursement data for prescribing statins to non-adherence factors, with 80% of patients in two years and 57% in four. The measures were higher in the less healthy elderly, with lower self-perception of health, preexisting heart disease, obese, smokers, those with private health insurance, difficulties in understanding the English language and those who reported greater psychological distress. There was no correlation with income or with the place of residence. 23 Despite the availability of statins in the pharmacy of the health institution, the drug was bought from commercial pharmacies by 83 (23.9%) of the 347 respondents, and bought as complement in the primary SUS network by 70 respondents (20.2%).
"My neighbor's husband takes the same medicine and sometimes she gives it to me, my employer also buys it for me. She knows I can't afford it." Category II "I would pick it up here, and then I started to receive it at home. It was good and bad, because if there is no one at home they do not come back, nor do they leave the medicine with the neighbor or in front of the door. Today, I am going to ask if I can get the medication here, it is better." Category II Among those interviewed, 94.8% always get the medication from the same source; however, they report difficulty in acquiring it from other places, failing to take it when they cannot change their prescription or even when they have doubts concerning the name of the drug being changed in the pharmacy or in another service unit.
"I receive my medicine at home almost always, but sometimes it is missing. Then, I have to do my best to try to find it elsewhere or borrow money to buy it. Sometimes, the community health clinic changes it for something similar, because the drug that was prescribed is missing. What can we do? Better than nothing." Category II "The bad thing about getting the medication from the community health clinic is that we have to change the prescription. Sometimes, there are no drugs, then we have to find another community health clinic. Whenever I don't feel like going from one pharmacy to another, I go days or weeks without medication. This is if my medical appointment is not scheduled for three months later." Category II + IV Atorvastatin was indicated for 68.6% of patients, who report changes during treatment. Other patients misuse it because they do not know the medication.
"I was first treated with atorvastatin, prescribed by the doctor here, and he asked me to go to the community health clinic for monitoring. There, another doctor gave me simvastatin. I take two, in the morning and in the evening." Category I Failure to adhere may result from lack of information or even from different presentations of the same medication. Professionals tend to approach adherence under their own perspectives, ignoring those of the patient, questioning the legitimacy of their behavior. They judge and label the patient, rather than knowing and understanding them. 24 Of 347 patients, 238 (68.6%) reported the use of atorvastatin, 214 (61.7%) simvastatin, six (1.7%) rosuvastatin and 41 (11.8%) other drugs.
"I started with rosuvastatin and then the doctor switched to simvastatin, which is provided by the public health network." Category IV Adherence to the rehabilitation program and drug use depend on the individual information needs. 25 Clarifications and belief in the benefit of treatment also assist in the treatment, 26 as well as the patient's assessment of their health status. 27 Among the 347 respondents, 57 (16.4%) discontinued the use of statin at some point for a longer time.
"I'm not going to lie. I have to say the truth. Sometimes I stop taking it because I get too tired, I feel like there is not enough fat in my body. Then I stop it for about ten days, and feel better again." Category V In the information exchanged in conversation with other patients, statin is considered a reducer of blood or cholesterol fat, but there is no comment on the possible side effects of the drug. "I take less as soon as I realize that I won't have enough. Then I take less, stop for a while, so that I'll have enough." Category II Irregularity in the delivery of medication leads to inadequate solutions, not discussed with the care team.
Of the 57 patients who discontinued the medication, 57.9% did so on their own, 29.8% under medical advice and 12.3% for unidentified reasons.
"The prescription read a name, then the pharmacy said that they didn't have it with that exact name but they would give me another with a different name that was the same thing. Then, I got confused, I took it for a week but my son said: if you think it's not right, don't take it." Category I It has been observed in patients with coronary disease that adherence to the drug has decreased over time, and that prescription at hospital discharge may increase the likelihood of adherence among elderly patients. 28 Of the 57 patients reporting the reason for stopping the drug, 27 (47.4%) reported that the drug was not available at the institution's pharmacy. Among the other 30 patients, six (20%) reported that the drug was not available at the Basic Health Unit near their homes, four (13%) felt discomfort with the medication, two (6.5%) reported clinical improvement, two (6.5%) wanted to take a break from the drug and 16 (53.0%) gave other reasons.
New qualitative studies are needed to clarify the reasons for the voluntary suspension of the drug, such as the presence of more than one patient in the home who uses medications, or conflicts resulting from the orientation received in different places of care.
Occasional lack of symptoms may underestimate the severity of the disease, with the patient having to adapt to chronic illness after the sudden onset of myocardial infarction. Also, the patient may have to face negative beliefs about medications, and control the resulting anxiety. The attending physician should adopt an open approach with a flexible posture and accessible language, so that more effective communication facilitates patient adherence to treatment. 21 Among the 57 patients who stopped using statin, 19 (33.3%) did so for up to one month, 17 (29.8%) for more than one month and up to one year, four (7.0%) stopped for more than one year and 17 (29.8%) did not know the time.
Muscular pain or other side effect was the main predictor cited for statin cessation in 60% of patients, while 16% cited cost and 13% cited perception of lack of effect. Patients who stopped using the drug also reported low satisfaction with their doctors, poor understanding of treatment, more internet access for information and less frequent monitoring of cholesterol levels. 29 Among those who reported never having stopped taking the medicines, the report of a patient who had great fear of the disease progression after experiencing an acute ischemic event stands out.
"I was always afraid to die until the first heart attack. Then I've lost my fear. It's ugly, like a rag entering your throat, you want to do something, but you can't, so I do everything the doctor says." Category VIII Of 347 patients, 179 (49.0%) sought another place of care, in addition to the place where this research was conducted.
"I am treated here and at the hospital in São Bernardo, because the doctor here referred me for monitoring there, but it was doctor X. The other doctor said that I should stay here, because I am also being treated at the building in the front, the one for diabetes and skin diseases, and that's where they told me to stay here. I have an appointment here today and I'll ask the doctor what to do, since the other doctor said that I should be treated at the other hospital." Category IV "I could not have my exams scheduled here, it was taking too long. I came back to see the doctor without any results. The doctor got mad and sent me to another hospital to have the exams done." Category IV Despite the long wait to reschedule an appointment at the institution, which was mentioned in the interviews as a reason to be treated elsewhere, the frequency of that could not be quantified. Nevertheless, of the 170 patients who sought other institutions for health care, 107 (62.9%) gave as reason the presence of other diseases, 54 (34.7%) do so routinely combined with the care provided at the institution and four (2.4%) did it for catheterization. "I get the medication from the Basic Health Unit close to my home. Every month, the nurse measures my pressure, and every six months I go to the doctor. Here, the consultation is done annually, not to mention that the Unit is closer." Category IV "I treat prostate cancer somewhere else, but the heart just here. I mean, the doctor there asks for the exams and if there's something wrong he asks to go to the cardiologist there, but the doctor from there only modifies the dose of the medicine and says it's to talk to the doctor here." Category IV "They sent me from here to have the exams done there. There are too many patients here and I have health insurance, so I told the doctor and he said okay." Category IV "When I need it, I use the private service because rescheduling here is impossible. They say they have no vacancy, and it is not always a case of emergency room. It's hard because the doctors say different things." Category IV The authors interpret these last statements as characteristic of an attempt to rationalize the network, which is not always successful, by providers and users, especially by patients residing outside the Municipalities of the Greater São Paulo Area.
The 170 patients who sought other care were divided into primary (35.9%), secondary (32.9%) and tertiary (31.2%). The two main reasons cited for this spontaneous demand were: proximity to their homes or because they were taken in an emergency situation.
Hospitalization at another institution has been reported in cases of emergency or other non-cardiovascular causes. About 43% of the patients report having been hospitalized for more than two days. Those who reported longer time justified it with complications in performing exams, or because they underwent extensive surgeries. This data could not be quantified, remaining as an observation of the researchers.
"I felt a strong pain, I had been here at the doctor and he changed my medicine, I thought that was it, and I took a break. The pain stopped, but after 2 days I fainted, my son took me to the hospital near our house, and I stayed there for 15 days." Category IV Of 149 patients, 42.9% of the total interviewed with hospital admission, 85 (57.0%) reported being hospitalized only in the institution, while 13 (8.7%) had hospitalizations in this and other institutions. Out of the 347 participants, 271 (78.1%) had a heart attack. The number of times they had a heart attack was reported as one time by 148 patients (54.6%), twice by 63 patients (23.2%), three times by 18 (7.4%), four or more times by 18 (7.4%), and 24 of the respondents (8.9%) did not respond.
"They said only five heart attacks (laughing), but I don't believe it. I felt sick only once, they called an ambulance that took me to the Teaching Hospital at USP. After that, I came here. I stayed seven days at the ER, then back to USP. I'm being treated at both places." Category IV As for the place used to treat events with a greater degree of complexity: 110 of 271 patients (40.6%) reported using other resources outside the institution to treat acute myocardial infarction. Out of 347 respondents, 143 (41.2%) underwent myocardial revascularization surgery, and 42 of 139 surgically treated patients (30.2%) used other hospitals. Percutaneous angioplasty was performed in 178 of 347 respondents (51.3%), and 51 of 178 patients (28.7%) used other hospitals. There is a need to invest in care programs for those with chronic health problems so that education is privileged and that the different needs of both the patients and their families are met, involving health care professionals and government institutions. It is unlikely that any intervention that ignores the multidimensionality of problems will succeed in achieving behavior change. 30 
conclusion
In the statements selected, the predominance of difficulties or disorganization in the access to health services was clear. Also important were the lack of knowledge about the treatment, difficulty in acquiring medication and the occurrence of side effects of statins. However, it was noticed that about 1/3 of the medical care away from the institution can be characterized as an attempt to rationalize the network.
Improvement in adherence to chronic treatment of ischemic heart disease depends on the establishment of effective referral and counter-referral flows among care units, as well as adequate information and clarification of patient's doubts, attention of health professionals to multiple social and cultural factors that are involved with adherence to treatment.
Further research is needed on the role of pharmaceutical care, educational groups, and the integration of multiprofessional teams to engage the patient to share treatment decisions, thus enhancing commitment to their own health.
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resuMo
Adesão do paciente ao tratamento da doença isquêmica do coração Introdução: A efetividade do tratamento das doenças crônicas depende da participação do paciente, influenciada por diferentes motivos socioculturais, pouco reconhecidos pela rotina assistencial. Objetivo: Identificar os fatores de adesão ao tratamento e o uso dos recursos assistenciais de pacientes com doença isquêmica do coração. Método: Estudo transversal com entrevistas presenciais de 347 indivíduos submetidos a questionários semiestruturados, com 141 delas gravadas para análise qualitativa com identificação dos descritores distribuídos por oito categorias. Os dados quantitativos tiveram análise descritiva de frequência.
Resultados: Somente 2% tiveram boa adesão medicamentosa; 23% compraram estatina, os demais obtiveram o medicamento em serviços públicos. Foram classificadas 36 falas com as categorias: conhecimento sobre a doença e o tratamento, dificuldade de aquisição do medicamento, gerenciamento pessoal do tratamento, acesso aos serviços de saúde, efeito colateral das estatinas, apoio do cuidador, transporte até o ambulatório, receios quanto à evolução da doença, efeito colateral das estatinas. Foi observado que 1/3 dos atendimentos fora da instituição podem ser caracterizados como tentativa de racionalização da rede. Conclusão: A melhora da adesão ao tratamento da doença isquêmica do coração depende do estabelecimento de fluxos efetivos para referência e contrarreferência entre unidades assistenciais; adequada informação e esclarecimento das dúvidas do paciente; atenção dos profissionais de saúde aos múltiplos fatores sociais e culturais envolvidos com a adesão. São necessários novos estudos sobre o papel da assistência farmacêutica, grupos educativos e integração da equipe multiprofissional no engajamento do paciente para compartilhar as decisões sobre o tratamento, e assim ampliar seu grau de comprometimento com a própria saúde.
Palavras-chave: adesão ao medicamento, cooperação do paciente, pesquisa qualitativa, isquemia miocárdica e serviços de saúde.
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